This evening was not a matter of one speaker advocating supplementary funding and the other opposing it along predictably politically based lines, rather each assumed that some money will have to come to the Health Service from sources outside the state; the two views differed rather in their compass than in essence.
Ray Robinson, an economist by training, now an analyst with the King's Fund, began by presenting the wider view, along the lines of a forthcoming King's Fund publication on the identification of new sources offunding. He pointed to two kinds ofpressure on the NHS: factors outside the Government's control include advances in medical knowledge and the increased numbers of elderly people needing care. Factors within state control include the tightening of public expenditure and privatization. The main cause of the problem leading to a need for alternative funding, he said, is the mismatch between target and actual spending, opening up a gap which has to be filled.
There are 5 possible ways to find money to close this gap: increasing levels of public spending, increasing efficiency, tightening NHS demarcations, the expansion of private health care provision and, to be examined in more detail this evening, the identification and exploitation of new sources.
Non clinical activities like opening shops in hospital premises, as recommended by the recently established DHSS Income Generation Unit, were dismissed as more or less irrelevant because they will bring in, at most, no more than about £70m, i.e. half of 1% of the total hospital budget. A more fruitful area is the sale of clinical services to the private sector. Many health districts are already selling X-ray and pathology services in this way and expansion is predicted.
More open ended is the exploitation of private services within the NHS, for both in-and outpatients. This brings in £60m per annum now; more beds and higher charges are likely to lead to a dramatic increase. A more speculative possibility is the often discussed one of charges to NHS patients: a nominal fee of £10 per day for people in hospital would produce up to £150m per annum.
Private insurance schemes were touched on briefly, they are not likely to be used for overall cover, rather they will be taken out by 'certain people needing certain procedures at certain times', minor elective surgery being an example.
Finally there is the social insurance scheme in which a tax payment, related to income, is earmarked for the NHS. One advantage of such a tax is the closer linking of individuals' payments to health care expenditure; a disadvantage is that it may lead to increased spending. This, said Mr Robinson, seems simple conceptually and in practice, but complications could arise in that the tax base would be more narrow than that of general taxation. Contracting out has been advocated by Leon Britten, but when one thinks that it is the young and healthy who are likely to opt out, just the people who, within the health service system, support the sick, this is clearly a non starter.
In conclusion he made the point that he and his King's Fund colleagues would like to see an examination of the options within the context of what the NHS finance system is hoping to achieve. One of the key issues in this debate is the relationship' between expenditure and health care outcomes. Ideas on efficiency, equity and consumer choice are often banded about and there is a need for precision in this area.
Chris West, the District General Manager of the Portsmouth and South East Hampshire Health Authority, continued this theme: the measurement of anything in the Health Service is rudimentary, he said, quality cannot be defined and so cannot be measured, and so we concentrate on output rather than outcome.
He agreed with Mr Robinson about the need to seek major sources of income. There have been suggestions in the press of 'unimaginable' changes in the NHS and if we were to go for more money we must, indeed, do this in a big way. He, too, listed a number of established options. More controversial than these were his thoughts about staff. Some employees, he argued, are overpaid and it would be wise to introduce a system by which pay is determined at a local rather than a national level. Privatization might be extended so that only the core staff (medical, nursing, paramedical, scientific and managerial) are employed by the Health Service, all the rest being bought in.
In an aside he reflected that he could not remember a time when there was no pressure on the government of the day to increase expenditure on health care: even in the 1960s there were demands for more than was given.
He returned to current practice in his own district. Portsmouth has at least one major appeal every year; they also sell services to others. These measures bring in sums that are useful, but no more than modest given the total budget of £90m. More lucrative, he suggested, would be increasing and widening charges for patient services, charging, for example, for speed of access to treatment as well as bed and breakfast. People with life threatening conditions would, of course, be exempt from this scheme.
He, too, concluded with a demand that we define what we are trying to do. In particular, we need to establish the boundaries of theNHS. If the public service were to be limited in scope to the provision of hospitals for the chronic sick, the rest could be provided privately, with the NHS competing with the private sector within that general territory.
Discussion time was lively. The first point made was that private medical insurance is no longer confined to the 'lumps and bumps' approach, by which only certain limited conditions were covered. For the past 2 years, private hospitals have been investing heavily in complex high-tech areas and also in psychiatric provision.
One member of the audience speculated on what the government might do next, bearing in mind the abolition of metropolitan local government and the ILEA. Were they considering doing away with Regional Health Authorities? There would be a bonus in that most consultants' contracts would be torn up and would have to he renegotiated. Mr West replied that such a move would, indeed, be fundamental, for it would mean that the DHSS would lose much of its present power to monitor what is going on at District level.
Mr Robinson argued for a distinction to be made between private finance and private provision, If the question is to do with how the service is pro..ided then we might consider abolishing Districts as well, having still smaller units. This idea pleased at least one member of the audience who thought that there is a lot of mileage in the idea of autonomous, competing hospitals.
The discussion moved to the topic of private insurance and contracting out of the NHS. Surely, one questioner thought, people are likely to underfund their personal insurance, opting back into the state system for expensive treatment. This, it was agreed, was likely. The possibility of regulating contracting out by means of actuarial calculations was put forward but that, too, has its flaws if full provision is to be made for those who are a poor risk.
The discussion then turned to contracts, both within the health service and between the service and the public. Beveridge, it was said, was often vague in this area and the lack of clarity has remained. Some people hold contracts for 30 years, during which they more or less determine themselves just what they will do. In reply it was suggested that target standards be established progressively across specialties to allow the development of contracts that reflect what the NHS can properly be expected to provide. It was also suggested that doctors should be made to choose between the NHS and the private sector, rather than straddling both. To counter the pressure on NHS staff which comes from a realization that they could quadruple their income if they moved into the private sector it would be necessary for NHS salaries to be increased accordingly.
A questioner from the floor wondered whether the NHS could ever pay staff that much, to which the answer came that they could not, but they could make up a more attractive package via pension schemes and generous leave. Further discussion led to the statement from the floor that the slide in the NHS really began when Barbara Castle abolished the provision of pay beds in NHS hospitals. Doctors care more for their reputations than money and they continued to work in the NHS in order to bring their private patients in to use NHS high-tech. Now there is the danger of the best going totally private.
In reply to a question about the fate of the National Health Service, Mr West pointed out that we do not have one now, we have a service that is nationally funded, that is all.
Another member of the audience raised a further complication when she pointed out that private nursing homes were providing a full medical service at the expense of the NHS because they took people in knowing that GPs have a duty to care for them. I By this time the discussion had strayed somewhat from the original topic and the Chairman, Robert Maxwell, brought the evening to a close by asking the two speakers for a final word. They both concluded by speculating on overall government policy and its relevance to the evening's debate. Mr West said that there is no evidence that this administration is going to spend significantly more on the NHS; Health Authorities may have to be given a chance to behave like businessmen. Mr Robinson agreed that since we no longer have a consensual government there is not the response to public demand that we came to expect from earlier administrations.
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